Sir,
Presumptive clinical diagnosis was linear lichen planus and a punch-biopsy was done, describing: hyperkeratosis, necrotic keratinocytes in the epidermis, mild spongiosis with exocytosis of lymphocytes, and focal lymphocytic infiltrate at the dermal-epidermal junction. The pathologist's opinion was against lichen planus with concordance of clinical second opinion of lichen striatus. During the following 7 months different therapies have been tried with no improvement of the skin lesions: topical class II steroids, phototherapy, systemic corticosteroids, antihistamines, emollients, tacrolimus, even homeopathy.
In favor of clinical diagnosis of lichen striatus were: the unilateral distribution of the lesions, over limbs, following Blaschko lines, with no other cutaneous signs; the absence of pruritus; abrupt onset and long evolution despite any attempt of treatment; papules were not so intense violaceous; polygonal appearance and Wickham's striae were absent. The linearity of the lesions corresponded to Blaschko's lines ( Figure 1 ).
The patient was followed for 7 months, trying different therapeutic modalities; afterwards he was not seen in consultation. 
Discussion
Lichen striatus is a rarely reported dermatosis with a peculiar linear distribution that establishes the diagnosis. It is well known in children, seldom described in adults. Clinical picture is quite specific: erythematous-hyperchromic lichenoid papules developed along the lines of Blaschko [1] .
The etiology remains obscure, although different theories have been proposed: environmental factors, viral infections, cutaneous injury, and hypersensitivity acting on a genetic predisposition. There is an association between Lichen striatus and atopy (as present case) which may contribute to its pathogenesis; multiple studies report an increased incidence of lichen striatus in those with atopic family histories (asthma, allergic rhinitis, atopic dermatitis [2] . The appearance of lichen striatus that follows the lines of Blaschko suggests a postzygotic somatic mutation. It is more often described in children (especially 5-15 years old), both sexes being equally afflicted, although some studies favor the females. Lichen striatus is a clinical diagnosis; in a doubtful situation skin biopsy is needed o rule out other lichenoid dermatoses (especially lichen planus). In most cases it is a self limiting disease or with a good response to topical treatments [3] .
Focal pattern of lymphocytic infiltrate is a pathological hint supporting lichen striatus [4] .
Although lichen striatus is a clinical diagnosis, in doubtful situations, skin biopsy, thoroughly examination, medical history and long follow-up are needed o rule out other lichenoid dermatoses (especially lichen planus) [5] .
